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Once categories are created, they must then be applied to specifii pitals. The AMA's Commission on Emergency Medical Services ( cites four processes for doing this. First, categorization, which in ad to its use as a generic term is used to describe a specific process, ref completely voluntary participation; facilities choose to comply with cr which qualifies them as providing a specific level of service. Verifit also allows for voluntary participation but adds a process for confi that the hospital complies with the criteria for its declared capabi Accreditation allows voluntary participation but requires that a hospit ply to and receive approval from a certifying group to qualify as a pr< of a specific category of service. Designation is typically the most r< live approach. Facilities are selected to provide a specific level of often on the basis of formal evaluations by state or local govern: Some trauma systems use designation to restrict the number of traum ters so that each center can be expected to serve a certain minimum ni of patients.
Thus, the idea of categorization for pediatrics is not especially n unique. It is widely used for trauma systems and neonatal intensive c a mix of voluntary and mandated programs. The committee note deciding which approach is best depends on a variety of political and nizational factors as much as on the strengths and weaknesses thi given approach might have. Some believe that a voluntary identifi process that is carried out on a noncompetitive basis, such that any f that can meet the criteria will be so classified, encourages both partici in the local EMS system and improvement in existing services. For situations, more restrictive or demanding approaches may be appro Regardless of the level of care a facility is capable of providing approach used to determine that capability, a strong commitment to p that care is vital.
Capabilities for Emergency Care for Children
Various schemes for classifying capabilities have been proposed 1987; AMA, 1989; ACS, 1990; Seidel and Henderson, 1991). The (1990) has developed, and the AAP has endorsed, guidelines for a tiered categorization of pediatric emergency services, specifying whic ments are essential for each level of care.6 The guidelines include c for staffing, equipment, and auxiliary services for EDs, ICUs, and ope rooms. They also address quality assurance, community program research activities. The Committee on Trauma of the American Coll Surgeons (ACS, 1990) has established additional criteria to be met b> atric Trauma Regional Resource Centers and those adult trauma c making an explicit commitment to care for pediatric patients. S]ovide comprehensive care, especially for transfers to referral centers following initial stabilization in another facility (Bern, 1987).the extension of medicalinfants less than six months old to the highest priority category.
